I BELIEVE that most surgeons will admit that their experience with operation for this deformity has not been wholly satisfactory. The late Mr. William Adams, before the introduction of aseptic or antiseptic surgery, obtained good results by subcutaneous division of the bands of palmar fascia, but the division had usually to be repeated on several occasions, and prolonged treatment with splints to force the fingers towards a straight position had also to be employed. Such forcible rectification is both irksome and unsatisfactory, especially in the case of working men. The open excision of the thickened bands of palmar fascia has, I think, entirely superseded subcutaneous division, and in early cases has given very fair results. But most patients with Dupuytren's contraction do not come to us early, we have to attempt to straighten fingers rigidly contracted for some years, so much contracted that the terminal digit touches or almost touches the palm. The surgeon may make a careful dissection of the band of palmar fascia and remove every portion of it that he can find; still the finger cannot be straightened completely. The time required for healing of the wound will hinder further measures for rectification, and whatever form of splint be employed there is risk of permanent stiffening of the finger. Moreover, it must be admitted that there is a tendency for recurrence owing to fresh formation of fibrous bands on the palmar aspect of the finger.
I suggest that if we can completely correct the contraction at the time of the first operation, both the risk of recurrence and the necessity for forcible splinting will be much diminished. We see this in the case of torticollis due to shortening of the sternomastoid muscle. When surgeons were content with dividing this muscle they found it necessary to employ cumbrous apparatus for a considerable period after the operation in order to force the patient's neck into a good position, and recurrence was not very uncommon. But it has been my experience as well as that of many others that if an open incision is made so as to expose both heads of the sternomastoid, and if the contracted sheath of cervical fascia be divided carefully as well as the whole muscle, stopping short only at the internal jugular vein, there is no necessity for irksome traction apparatus, and little or no risk of recurrence.
My contention is that in the open operation for Dupuytren's contraction we do not secure, at any rate in bad cases, complete rectification by dissecting out the palmar fascia, however thorough and prolonged may be the attempt. Of course in old cases the skin itself may be contracted, but even if this is notched transversely and the small gaping wound allowed to granulate, or covered with a graft, this makes little or no difference.
What is the anatomical reason for this partial failure, which leaves the finger still somewhat flexed and apt to become more so? The flexor tendons we may disregard, the contraction cannot well be kept up by them; the reason must be found in the ligaments or the articulations of the finger.
It is necessary first to ascertain which joint of the contracted finger is most involved. As the palmar fascia does not extend normally to the last phalanx, the second inter-phalangeal joint ought not to be much concerned, and I think X-ray examination will bear this out. So far as my present experience goes it is in the first interphalangeal joint that the main obstacle to reduction persists after complete excision of the palmar fascial band. Fig. 1 , from an untreated case of Dupuytren's contraction, shows for example the terminal phalanx in a line with the second one, which however at its base is bent at less than a right angle on the first phalanx. In the ring-finger the contraction is nil at the last joint, nearly a right angle at the first inter-phalangeal one. In both fingers the metacarpo-phalangeal joint is somewhat less flexed than the first inter-phalangeal one.
In Sir F. Treves's " System of Surgery " (vol. i, p. This was written before the advent of the X-rays, which I think will lead us to place most stress upon the changes in the bones themselves, though doubtless the anterior, perhaps also the lateral, ligaments become shortened. We want more evidence from skiagrams, but it is certain that the head of the first phalanx does become altered in shape in some cases, that part which has ceased to be articular becoming
Exact tracing of radiograph from case of Dupuytren's contraction. A, the level at which the first phalangeal head may be resected; B, metacarpal of ringfinger; C, metacarpal of little finger. Note that second inter-phalangeal joint is hardly involved in the flexion in either finger.
overgrown and mis-shaped. Such alteration must oppose an obstacle to rectification after the ordinary operation. I do not think that "shortened muscle and tendons " enter much into the question.
The modification I propose is this: When excision of the palmar bands of fascia is found to be insufficient, as it always is in old-standing cases, the hand should be turned over and the extensor tendon exposed over the first inter-phalangeal joint. This tendon is freed and held aside, or, if necessary, divided (to be sutured again later). The head of the phalanx is then cleared and completely resected at the neck. It will probably be found that this allows of the finger coming straight without tension; by this means the after-treatment will be made easy.
Of course, when the head is resected, the anterior or glenoid ligament is divided. It might be objected that removal of this part of bone is
Tracing of a radiograph from a case of long-standing Dupuytren's contraction of fourth finger some months after operation. A, side view; B, dorsal view. The palmar fascia has been excised and also the head of the first phalanx at D.
apt to leave a flail-like finger, but my experience has been that the difficulty rather lies in preventing anchylosis. The method resembles that often employed with success in the treatment of hammer-toe. and it shows that the second phalanx is now quite straight with regard to the first. Doubtless this slight modification in the treatment of Dupuytren's contraction has occurred to other surgeons. My own experience of it is not large, but has been sufficiently encouraging to justify my bringing it to the notice of the Section of Surgery. Further experience, and especially further investigation with the aid of the X-rays, must surely lead us to devise a more perfect treatment for Dupuytren's contraction than is at present the current one. One well-known surgeon told me that he had been so discouraged with it that he had given up operating on this condition.
Mr. J. JACKSON CLARKE said he bad been operating on this conditionsome of his cases having been severe-for seventeen years, and his experience had not led him to meditate any finger-joint excisions. Mr 
